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Attachment 4.19D
Part [I

For the rate periods beginning January [, 1997, April 1, 1997 and July 1, 1997, 2.53
percent will be added to the 1997 component of the trend factor.

Where appropriate, the commissioner shall use some combination in whole or in part of
the yearly components to project cost data into the appropriate rate period.

The commissioner will consider only the following appeals for adjustment to the rates
which would result in an annual increase of $1,000 or more in a facility’s allowable
costs, and are:

(i)

(i)

(iii)

(iv)

needed because of changes in the statistical information used to calculate a
facility’s staffing or utilization standards; or .

requests for relief from the standards contained in subdivisions (d) or (e) of
this section which were applied to costs used in calculating the base period and
subsequent period rates.

Appeals for adjustments needed because of material errors in the information
submitted by the facility which OMRDD used to establish the rate, or material
errors in the rate computation.

Appeals for significant increases in a facility’s overall base period operating
costs due to implementation of new programs, changes in staff or service,
changes in' the characteristics or number of individuals, changes in a lease
agreement so as not to involve an affiliate, capital renovations, expansions or
replacements which have been either mandated or approved by the commissioner
and, except in life-threatening situations, approved in advance by the appropriate
State agencies.

Notification of first level appeal.

(D

‘ subdivision, the facility must send to OMRDD an appeal application by certified

mail, return receipt requested, either within 90 days of the facility receiving the
rate computation or 90 days of the beginning of the rate period in question,
whichever is later.
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